Methods
Thirty months after initiating the intervention, 885 health workers and 98 supervisors completed an interviewer-administered questionnaire in 38 intervention and 38 control health sub-centers in one district. The questionnaire included measures of social cohesion, teamwork attitudes, self-efficacy, job satisfaction, teamwork behaviors, equitable service delivery, taking initiative, and supervisory support. We conducted bivariate analyses to examine the impact of the intervention on these psychosocial and behavioral outcomes.
Results
Results show statistically significant differences across several measures between intervention and control frontline health workers, including improved teamwork (mean = 8.8 vs. 7.3), empowerment (8.5 vs. 7.4) , job satisfaction (7.1 vs. 5 
Introduction
Motivation is considered critical to health worker retention and performance, as well as for other key outcomes important to work quality [1] [2] [3] [4] . Improving health worker motivation has also been recognized as essential to achieving national and global health goals in low income countries and universal health coverage [1, 3, 4] . In the work context, motivation is defined as: an individual's degree of willingness to exert and maintain an effort towards attaining organizational goals [5] . Researchers describe worker motivation as a complex set of psychological processes that involve both intrinsic and extrinsic factors [5, 6] and suggest that it is a result of interactions between individual, organizational, and cultural determinants [2, [7] [8] [9] [10] [11] . Evidence also tells us that interventions to support motivation are associated with three major outcomes: cognitive aspects (job attachment), affection (job satisfaction), and behavioral outcomes (job performance)-in other words, motivation affects what workers think, feel, and do [2, 5, 9, 11] . While several studies have reported on the determinants of health worker motivation, there are fewer studies that have explored the conceptualization or evaluated the impacts of interventions aimed at improving health worker motivation in low-income countries [1, 2, 7, [11] [12] [13] . In India, frontline health workers (FLHWs) are the cornerstones of the Government of India's Reproductive, Maternal, Newborn, Child, and Adolescent Health (RMNCH+A) strategy for delivering services to the country's population, especially in rural areas [14] . India's FLHWs serve as vital links between the community and the formal health system and consist of the following three cadres, all female: Anganwadi Workers (AWW), Accredited Social Health Activists (ASHA), and Auxiliary Nurse Midwives (ANM) [10, 13, 15] . The delivery of RMNCH+A services through FLHWs are critical in states like Bihar, one of India's largest states, where 88.71 percent of the population lives in rural areas [16] . While Bihar has seen significant improvements in the health and well-being of its population in recent years, it still has some of the country's highest rates of infant and child mortality and lowest maternal health indicators, as well as a high prevalence of malnutrition, anemia, stunted growth, and high fertility rates [17] . Bihar has also struggled with a very resource-constrained health system faced with inadequate public health infrastructure, supplies, and equipment and an acute shortage of skilled providers, including FLHWs [18] .
India's FLHWs face numerous challenges, including: poor treatment by the officials and the communities they serve; lack of trust, teamwork, and coordination between the three cadres of FLHWs, even though they are supposed to be working together; unreliable and inadequate payment; weak training; and poor job planning, supervision, monitoring, and accountability [10, [18] [19] [20] . The ASHAs, who are volunteers paid on an incentive-based scheme, face the additional challenge of expectations to provide services and perform work duties for which they are not directly compensated or recognized. These additional duties include facilitating village health meetings, counseling on non-incentivized practices, and acting as health activists in the community [10, 19, 20] .
To address the work environment challenges faced by Bihar's FLHWs, CARE India designed and tested an intervention focused on increasing the motivation and teamwork of the FLHWs. The goal of the intervention, called 'Team-Based Goals and Incentives' (TBGI), was to improve the performance of FLHWs and the coverage, quality, and equity of RMNCH +A services they deliver. We hypothesized that FLHWs (ASHAs, AWWs, and ANMs), who worked in teams to achieve collective goals and received rewards and recognition for their success, would be more motivated and would demonstrate improved performance outcomes compared to FLHWs who worked without these incentives and shared targets. This paper describes the conceptualization and design of CARE's TBGI intervention and assesses its effect on the teamwork, motivation, and performance of Bihar's FLHWs.
Background

Intervention design and conceptual model
The conceptualization and design of the TBGI intervention drew on Employee motivational theory [6] and health worker motivation literature [2, 5, 8, 9, 21] , as well as on existing research on the work environment challenges and motivational determinants for FLHWs in India, and in Bihar specifically, where available [7, 18, 19] . Resulting from this research, we considered the following determinants of motivation in the design of the intervention: self-efficacy to do one's job; personal goals and values; recognition and appreciation; opportunities for training, advancement, and growth; supportive supervision and leadership; relationships at work and team climate; and availability of appropriate resources and inputs to do one's job. While both financial and non-financial factors have been found to influence health worker motivation, CARE decided to test the power of non-financial incentives on motivation and performance. Other studies in Andhra Pradesh and Uttar Pradesh, India, which found that 'good income' was not rated in the top ten most important characteristics of motivation, but was, in fact, the third least important factor [7] , supported this emphasis on non-financial incentives. The TBGI conceptual model (Fig 1) describes how we expected the TBGI intervention components to improve FLHW teamwork, motivation, and performance and, in turn, lead to higher quality and increased coverage of RMNCH+A services delivered, thus, eventually, improving the health behaviors and practices among clients.
The conceptual model details the psychosocial dimensions of motivation we expected the TBGI intervention to impact positively, including social cohesion and positive attitudes towards teamwork, self-efficacy to work as a team and perform work duties, sense of appreciation and recognition, and job satisfaction and attachment. We also expected to see improvements in FLHWs' perceived value of the Health Sub-Center meeting (an organizational input to support FLHWs in doing their jobs) and their perceived responsibility of supervisor (as a measure for supervisory support). Expected behavioral performance outcomes included: enhanced teamwork, as evidenced by increased interaction, consultation, and joint-home visits; improvements in taking initiative and problem solving when confronted with obstacles; and the consistent meeting of health service delivery targets. We also expected to see FLHWs visiting more marginalized communities, indicated in the conceptual model as 'provides more equitable services'. Finally, the intervention expected to observe improvements in the supervisory support provided by the ANMs to the ASHAs and AWWs.
The resulting intervention design consisted of three main components: 1) monthly coordination meetings among all the FLHWs, including the ANM who plays a supervisory role; 2) teamwork activities and goal setting; and 3) non-financial incentives and recognition.
Monthly coordination meetings. CARE India initiated a monthly Health Sub-Center (HSC) meeting that brought together the FLHWs working in the same catchment area for joint review, planning, and coordination of service delivery, as well as for teamwork activities. All the ASHAs and AWWs working in a single HSC catchment area and their overseeing ANM constituted a single TBGI team.
The HSC meetings were also used as a platform for conducting capacity training, including counseling and leadership skills, as well as training for the ANMs to improve their supervisory support and capacity to run the monthly meetings. For the purposes of this study, from here forward, the classification of FLHWs refers specifically to the ASHAs and AWWs and the classification of supervisors refers to the ANMs.
Teamwork activities and goal setting. The teamwork activities consisted of a mix of team building and motivational activities aimed at shifting the work culture and fostering solidarity and collaboration within each team. These included: 1) joint setting of and monitoring and reporting on service delivery goals; 2) joint development of team norms; 3) recitation of a motivational team pledge at the monthly meetings; and 4) joint home visits.
CARE set the service delivery goals-percent coverage-for a range of RMNCH+A services provided at the HSC-and household-levels in consultation with FLHWs and supervisors ( Table 1) . We trained the FLHWs how to convert the coverage goals, using simple calculations, into a target number of households, women, or children they had to reach in each village per month. Each team had autonomy to determine how they would achieve the targets. We provided the FLHWs with diaries to track their progress. The diaries also included a team picture, basic guidelines on the goals, the team norms which they set in consultation with each other, and the motivational pledge. At the monthly meetings, the FLHWs reported on their progress in achieving the goals to their supervisor and jointly discussed any issues. We also encouraged the FLHWs to conduct joint home visits and to consult each other and their supervisors proactively when they encountered problems. Non-financial incentives and recognition. On a quarterly basis, each team submitted a report to the Block Health Manager and medical officers on their progress toward achieving the service delivery targets. These officials, who were stakeholders of the health programs that employed the FLHWs, verified five percent of the reports quarterly by visiting a selection of the client households. Successful teams, those which achieved of 12 out of 17 targets, received a non-financial reward. The non-financial rewards consisted of household items that the teams identified as valuable. Those teams that on average achieved 12 of 17 targets across all four quarters received a certificate of recognition, signed and awarded by the Block Health Managers during a public ceremony in the community.
Methods
Study design and sampling
We conducted this study as a follow-on to a cluster randomized control trial (RCT) that was focused on the TBGI intervention's impact on the quality of the FLHWs' home visits and on beneficiary-level RMNCH+A knowledge and health outcomes [22] . The objective of our study was to evaluate the impact of the TBGI intervention on teamwork as well as on the motivation and performance of both the FLHWs and supervisors. In designing our follow-on study, we followed the RCT randomization procedure and cluster selection. The intervention and original RCT were focused in five blocks (of 18 total blocks) in Begusarai district of Bihar, which were selected to represent a range of sizes and geographies. Blocks that CARE's team had qualitatively determined to be atypical, such as those in which government health officials were not in place, were excluded. All the health subcenters (76 in total) in the selected blocks were randomly assigned into equal-sized treatment and control groups (38 subcenters in each group) using a stratified random assignment procedure based on the number of Anganwadi Centers (AWCs) served by the subcenter (a proxy for the size of the population served). The stratification helped to ensure that the treatment and control groups were balanced by the size of the population served. We then conducted a census, interviewing all the FLHWs (ASHAs and AWWs) and supervisors (ANMs) working in the 76 selected HSCs at the time of data collection.
The 'Institutional Committee for Ethics and Review of Research' of Indian Institute of Health Management Research (www.iihmr.org), Jaipur, India reviewed and approved the study protocol and procedures. Consent from study participants was obtained verbally as per the approved protocol. The original trial was registered at clinicaltrials.gov (NCT03561012).
Data collection
We developed different multi-item questionnaires for the FLHWs and the supervisors to assess the influence of TBGI on the variables of the conceptual model. We first pilot tested the questionnaires with a small cohort of FLHWs and supervisors and then used the results to refine the survey tools further. Trained CARE evaluation staff administered the finalized questionnaires in face to face interviews with all of the ASHAs and AWWs (n = 885) and ANMs (n = 98) across all 76 HSCs. The data collection took place 30 months after initiation of the intervention.
Measure development
We developed and adapted the questionnaires from validated tools available in the literature on measuring health worker motivation [2, 7, 12, 23] and drew on relevant CARE measurement tools [24, 25] . As none of the existing validated tools in their pure form seamlessly aligned with the outcomes we sought to measure per our theory of change, we compiled and adapted from these multiple sources. The measures we arrived at and the steps taken to validate are detailed in the next sections.
Psychosocial dimensions of motivation. We developed six measures, each consisting of several items, to assess the psychosocial dimensions of motivation outlined in our conceptual model. The teamwork measure explored the constructs of social cohesion, such as trust, respect, and rapport among team members, as well as teamwork attitudes, such as belief that working as a team makes one's job easier. We assessed empowerment in the workplace with questions on self-efficacy to work as a team, express one's opinion, and perform work duties. To measure sense of appreciation, support, and recognition, we asked about respect and support from family, community, and colleagues. We also posed a single question around reliable payment. We incorporated several questions to measure the perceived value of the monthly coordination meetings. To evaluate supervisory support, we included questions on perceived responsibility of and as a supervisor, respectively, such as 'it is your/your ANM's responsibility to resolve conflicts, communicate a clear vision, or foster inclusiveness'. Finally, job satisfaction and attachment included questions for satisfaction with work, opportunity to use abilities and learn new things, as well as questions on 'belief in mission', 'only doing the job for money' and 'would leave if found another job'.
Behavioral performance outcomes. We developed measures for all four behavioral outcomes outlined in our conceptual model for the FLHWs. We assessed supervisors on supportive supervision only. To evaluate evidence of teamwork, we included questions on 'helping each other' and sharing information, as well as on frequency of interaction, joint home visits, and HSC meeting attendance. We assessed equitable service delivery by asking FLHWs how often they visited the homes of Dalit women, a marginalized demographic in rural Bihar. To determine if FLHWs were more proactively taking initiative and problem solving, we included questions like, 'You take initiative immediately, even when others do not' and 'You do things that need your attention without being asked or told to do so'. To better understand the initiative and teamwork constructs, we developed six scenario questions that asked the FLHWs what they would do in various situations, such as: 'You visit a mother to counsel on complementary feeding, but her mother-in-law disagrees with you'. Response options included: doing nothing (scored as 0); a few different problem-solving actions they could take such as returning again later or talking to the husband (scored as 1); and an option that involved engaging another FLHW to help them with the situation, indicating teamwork (scored as 2).
To determine evidence of supportive supervision, we asked the ANMs about the support they provide to FLHWs and frequency of interaction. We included three scenario questions, such as, 'An ASHA/AWW in your sub-center is not doing her work properly'. Response options for these scenarios included: doing nothing or scolding (scored as 0); indirect support or passive advising, like telling the FLHW to try again (scored as 1); and direct support or encouraging teamwork, such as accompanying the FLHW to the next home visit (scored as 2). We also asked FLHWs about fulfillment of supervisory duties to assess supervisory performance further, including the checking of records, observing home visits, and providing feedback. In the intervention HSC sites only, we asked all respondents about the value they placed on the different components of the intervention, including the non-financial incentives.
Measure validation and scoring. Following data collection, we reviewed distribution of responses on each item, eliminating those items with no variability. Most of the responses for our measures were captured using Likert-type scales, thus we calculated Cronbach's alpha to assess domain-specific internal consistency and reliability. We considered Cronbach's alpha of .60 to be an indication of acceptable reliability; and we considered .70 or higher to show high reliability. When measures did not perform well as scales, we kept the questions as single items in the analysis. We created indexes for all frequency items. We then constructed item, scale, and index scores, with high scores indicating positive responses. Finally, for ease of interpretation and comparison, we rescaled several measures on a scale of 10 as follows: 
Statistical analysis
We used chi-square and Fisher's exact test to assess differences in socio-demographic characteristics between treatment and control groups, and we conducted separate bivariate analyses for both the FLHW and supervisor groups to estimate the impact of the intervention on psychosocial and behavioral performance outcomes. We evaluated differences in domain and item-wise mean scores between intervention and control groups using the Student's t-test. Table 2 depicts the characteristics of the FLHW and supervisor sample. Overall, the supervisors tended to be older, from higher castes, and had more years of service than the FLHWs. There were no significant differences in characteristics between the intervention and control supervisors. Among the FLHWs, the intervention group had more FLHWs than the control group from either the general caste or scheduled caste/tribe (rather than from the backward caste) and who had been in their job for 5-10 years, but the differences were relatively small.
Results
FLHW and supervisor characteristics
Intervention effect
Results for FLHWs showed a significant intervention impact on all psychosocial and behavioral measures, except for the 'Take initiative & problem solve' scale and two scenario items (Table 3) .
In particular, intervention FLHWs performed better on outcomes related to teamwork attitudes and behaviors, including the 'Teamwork' psychosocial measure (mean = 8.79 vs. Improving health worker motivation and performance in Bihar, India
The results show that the TBGI intervention positively impacted both motivational determinants, such as appreciation, support, and recognition (mean = 7.34 vs. 6.35), as well as motivational outcomes-job satisfaction and attachment (mean = 7.08 vs. 5.99). Of interest, intervention FLHWs demonstrated enhanced empowerment (mean = 8.51 vs. 7.43), which included questions related to self-efficacy to work as team and counsel women, particularly Dalit or Muslim women (minority groups). We also found a positive impact on the provision of equitable services (to Dalit women) among intervention FLHWs (mean = 6.70 vs. 4.99). Finally, intervention FLHWs were significantly more aware of their supervisors' responsibilities (mean = 8.63 vs. 5.85) and more likely to report that their supervisors performed supervisory duties (mean = 8.88 vs. 7.58).
Compared to the FLHWs, the analysis for supervisors demonstrated fewer positive impacts of the intervention (Table 4) . However, like with the FLHWs, intervention supervisors reported enhanced social cohesion and positive attitudes towards teamwork (mean = 8.37 vs. 5.29). We also found improvements on a few key measures of supervisory support, including 'Encouraging FLHWs to solve a problem' (mean = 1.85 vs. 1.59) and 'Empowerment'-confidence in performing their supervisory duties of reviewing records, providing feedback, encouraging problem solving, and motivating the FLHWs (mean = 9.65 vs. 8.93). Finally, Improving health worker motivation and performance in Bihar, India intervention supervisors were more likely to report that their group members (FLHWs) appreciated their help (mean = 1.90 vs. 1.80). Regarding questions on the perceived value of the various intervention activities, both FLHWs and supervisors in the intervention groups identified 'working together' as the most important process that had made their job easier, 57.7% (CI 53.01-62.41) and 51.9% (37.88-65.97), respectively. Of note, the FLHWs and ANMs reported that they found public recognition, through the awarding of certificates by government officials at public meetings, to be the most important factor affecting their motivation As we were interested in the power of non-financial incentives, we asked several questions regarding this component specifically. The majority of the FLHWs and supervisors reported that they would continue to try and achieve the targets, even if the non-financial incentives were to stop, 96.9% (95.33-98.6) and 98.1% (94.22-100.00), respectively. When asked why, the leading motive cited was related to a belief that it was their duty and responsibility to do so, Improving health worker motivation and performance in Bihar, India
Discussion
We designed the TBGI intervention to address the work environment challenges faced by Bihar's FLHWs, in a resource-constrained health system. CARE hypothesized that these outcomes could be achieved by supporting the FLHWs and supervisors to work as teams towards Improving health worker motivation and performance in Bihar, India collective goals and by rewarding success through public recognition and non-financial incentives.
Our results support our hypothesis and indicate that the TBGI intervention is particularly well-suited for improving teamwork and supervisory support. In line with our hypothesis, the FLHWs who worked together towards collective goals and received rewards and recognition for their achievements were more motivated as compared to those FLHWs who did not have shared targets and incentives, as evidenced by the enhanced job satisfaction outcomes. Further, the intervention FLHWs demonstrated improved performance in the areas of teamwork and provision of equitable services. While we did not observe higher levels of job satisfaction among supervisors, there were improvements in a few key dimensions of motivation and supervisory performance outcomes. Our results also highlight TBGI's power to impact motivational factors at the individual-level, including empowerment, family support, and intrinsic determinants, as well as its power to address challenges in the Indian health system.
As previously reported, Bihar's FLHWs often lacked cohesion and accountability, had few interactions between them, and rarely sought support from their supervisors [10, 18, 19] . Given this, it is significant that TBGI led to increased information sharing, consultation, joint home visits, and monthly meeting attendance, as well as enhanced attitudes towards team members and confidence in working as a team. Other studies suggest that interventions that facilitate group identities, positive working relationships, and team climate, as well as reward groups rather than individuals, can improve motivation, enhance performance, and reduce turnover [8, 9, 26] . Our results demonstrate that TBGI is an effective model for advancing team climate and improving performance behaviors related to teamwork. These results are supported by similar findings in the previous RCT of TBGI [22] . TBGI may be particularly useful in contexts similar to India, where there are multiple cadres of FLHWs serving a single community.
The intervention FLHWs also reported increased self-efficacy to perform work duties, including working as a team and providing services, particularly to marginalized groups. This is important because evidence shows that self-efficacy contributes to motivation and job satisfaction [2, 11, 27] . Also of interest, the study found enhanced performance behaviors related to both teamwork and provision of equitable services. While further multivariable analysis would be necessary to fully explore the causal relationship between confidence and ability to perform work duties, our results signify the potential of TBGI to impact both.
We had expected to see a significant impact on intervention FLHWs' behaviors related to problem solving and taking initiative, as the TBGI intervention actively promoted these behaviors; but we did not. This could be due to the inadequacy of the measure for this outcome (Cronbach's alpha = 0.62). We did, however, observe significant differences for several of the scenarios, which aimed to assess these particular skills.
There is strong evidence that supervisory support is pivotal in improving health worker motivation and performance [9, 28] . Given this, as well as the number of studies from India [7, 10, 19, 27, 29] that call for enhanced supervisory support, the findings of this study are important and offer a model for addressing the gaps in supervisory support. Our results demonstrate that the FLHWs who regularly consulted and worked with their ANMs were significantly more aware of the support they could expect from their supervisors and reported improved supervisory behaviors, including enhanced assistance, checking of records, and provision of feedback.
While several items related to supervisory attitudes and performance among the ANMs lacked significance, the intervention ANMs were certainly more confident in their ability to perform their supervisory duties, which as noted earlier, evidence tells us that enhanced selfefficacy contributes to motivation and satisfaction. The intervention ANMs also reported greater appreciation from those they supervise. A study in Pakistan found that health workers who had supervisory duties were motivated, not only by the supervisory support they received, but also by the supervisory support they provide [28] . Our finding may suggest that the ANMs were positively impacted not only by the additional training and support they received as part of the intervention, but by the supervision they provide as well.
Regarding the intervention itself, we found that the FLHWs and supervisors found the public recognition ceremonies and certificates to be the most motivating component of the intervention, more so than the non-financial incentives. This finding corroborates other studies' conclusions on the significant role recognition and appreciation play in health worker motivation [21, 28] , including the previous TBGI RCT [22] ; and reinforces recommendations to create opportunities for recognition as a means of motivating and supporting the development of FLHWs [7, 9, 27] . Participants did report that the incentives positively impacted their families' respect and general happiness; and among FLHWs, we observed enhanced sense of appreciation, support, and recognition from community and family. These findings are important, as evidence suggests that family and community support and respect for one's work can reinforce pride and the intrinsic motivation derived from one's job [27, 28] . Intervention participants also reported they would work to achieve service targets, even if the non-financial incentives were to cease, citing as reasons: a sense of responsibility and belief in working for a greater cause. While this study cannot determine TBGI's contribution to this altruism, key components of the intervention, such as the motivational pledge that included a commitment to 'improve the health of our entire community, irrespective of caste, religion or geographic distance', did focus on intrinsic motivation.
These observations are in line with other studies that identify the important roles that prestige, respect, family approval, confidence, professional satisfaction, and altruism play in influencing health worker motivation and performance [9, 11, 21, 28] . Including a study from India that found FLHWs were more motivated by individual-and community-level factors of public recognition, social responsibility, and self-efficacy than health system determinants, such as incentives and workloads, though the latter still mattered [27] . This paper does not seek to minimize the importance of compensation or financial incentives in motivating and retaining qualified health workers, as several studies have identified this as influential [7, 11, 27, 29] . As FLHWs serve as the backbone of many health systems-it is critical that they are properly compensated for their work. However, as argued in several other studies we cannot rely on financial compensation alone and need to further explore and leverage the beneficial impacts of non-financial determinants on health worker motivation and performance, particularly in countries with limited health budgets [7, 9, 13, 27, 29] . Therefore, this paper proposes that the TBGI model, which offers other forms of validation for one's work, may be particularly useful in the contexts of rural India and in similar resource-constrained settings that have cadres of FLHWs without clear paths for career advancement or salary increases.
Finally, the findings from our study demonstrate the potential benefits of the TBGI model in addressing a couple of challenges within the Indian and other, similar health systems. A review of five remuneration models for community health workers, one of which was India's incentive-based scheme for ASHAs, found that incentivized remuneration triggers a narrow focus on incentivized activities and limits attention given to broader community engagement [29] . This is supported by other studies' findings that the incentive scheme in India prevented ASHAs from fulfilling other tasks, such as visiting and counseling people, and detracted from their capacity to act as broader health educators and advocates in their communities [19, 30] . TBGI's model of rewards and recognition for a broader base of services with a heavy emphasis on home visits and counseling offers an approach for counter-balancing the current focus on government-incentivized services. Further, the TBGI model can motivate the FLHWs to perform their other, perhaps neglected, duties of counseling and health activism. This conclusion is supported by the findings of the earlier TBGI RCT, which found improvements in the frequency of FLHW-beneficiary interactions during critical times of care (final trimester of pregnancy and within 24 hours of delivery) and in the quality of advice provided by FLHWs during home visits, particularly for complimentary feeding and family planning [22] . The RCT also found that intervention FLHWs were more likely to counsel on a diverse range of maternal health topics, including non-incentivized topics such as advice on danger signs and saving money for delivery.
Another challenge the Indian health system faces that TBGI can help address is that while ASHAs have an intricate understanding of community health issues, as they live in the communities they serve, their insights often go untapped [29] . The hierarchical structure of India's health system, in which health professionals rarely engage with or consult ASHAs, may result in missed opportunities to address the barriers and facilitators to community health service utilization. Since ASHAs have first-hand knowledge of these barriers, they could potentially be used more effectively to address issues such as the role of the mother-in-law and traditional practices in inhibiting healthy behavior and healthcare seeking. On this front, the TBGI model's emphasis on facilitating teamwork, communication, and consultation among the FLHWs could help reduce the rigidness of the health system. Further, the monthly health sub-center meetings provide a platform for the ASHAs and AWWs to share the challenges they are facing with the ANMs, who can in turn communicate the challenges to the upper echelons of administration. Using the TBGI model as a mechanism for gathering information on what may or may not work on the ground and more purposefully funneling the information through the ANMs to the HSCs could prove an effective way to improve services.
Limitations
During the conceptualization and design of the TBGI intervention, we gave greater attention to the motivation and performance factors related to the ASHAs and AWWs than to the supervisors. For example, the TBGI targets, and thus the associated rewards and recognition, were primarily related to job responsibilities of the ASHAs and AWWs rather than those of the supervisors, and many of the activities conducted during the HSC meetings focused on capacity building of the ASHAs and AWWs. Likewise, we first developed the questionnaire with the ASHAs and AWWs in mind and later adapted it for the ANMs. This focus may have resulted in lower performing measures and fewer significant results for the ANMs. Given the role supervisory support plays in FLHW motivation and performance, and thus a well-functioning health system, there is a need for more interventions designed to target supervisors specifically, as well as for further research to understand the supervisors' motivational determinants and perspectives.
Since the motivational outcomes of interest in this study were not collected at baseline, we cannot estimate the change in the outcomes over time, and that limits our ability to estimate the true difference the intervention may have made. However, the randomized design, and the differences seen in these outcomes post-intervention, give us confidence that these differences are a result of exposure to the intervention. Further, although the population of ASHAs, AWWs, and ANMs per HSC is relatively stable, some individuals may have joined the workforce more recently and, therefore, had less exposure than others to the intervention, suggesting that the differences seen are a conservative estimate of the intervention effect.
We note that there were a few significant demographic differences in the two groups of FLHWs at the time of data collection, and since we restricted our analysis to bivariate associations, we did not take into account these differences. However, as we also note, although the intervention group had more FLHWs than the control group from either the general caste or scheduled caste/tribe, and who had been in their job for 5-10 years, the differences were relatively small, and we do not think it is likely that these differences would have a significant effect on the outcomes of interest.
Finally, as this study was conducted in a single district of Bihar, we cannot fully speak to its replicability. However, the Government of Bihar has since supported the scale-up of the intervention state-wide. Further research to determine the success of this scale-up would be beneficial in better understanding this intervention's replicability.
Conclusion
Team-Based Goals and Incentives offers a model for improving the work environment and enhancing health worker motivation and performance through a combination of joint goal setting, structured teamwork and recognition. The TBGI intervention had a significant impact on attitudes, self-efficacy, and associated behaviors of collaboration, consultation, and working together to achieve performance goals. TBGI also positively impacted factors related to supervisory support, including FLHWs' understanding and perceptions of their supervisors and the supervisors' confidence in fulfilling their duties. Finally, the TBGI model reinforces intrinsic motivation and covers areas of motivation not addressed through strictly incentive-based models. These finding are significant given health worker motivation has been recognized as essential to achieving national and global health goals and universal health coverage in low income countries.
Further, our findings contribute to the ongoing debate on the nature and importance of incentives and non-financial factors in influencing health worker motivation and performance. The TBGI intervention model may be particularly useful for programs operating within resource-constrained health settings and where multiple cadres of health workersboth paid professionals and auxiliary community health workers-need to work together to achieve the best results.
Although our sample size did not allow us to analyze differences in the response to the intervention by the two different cadres of FLHW (ASHAs and AWW), analysis of these differences might shed additional light on how best to bring together and support different types of health workers. Multivariable analysis might also further elucidate the relationship between the motivational factors and the performance outcomes. Further attention is also needed in designing and evaluating interventions specifically for FLHWs with supervisory duties. special thanks to Shamik Trehan, CEO, Dr. Reddy's Foundation (formerly Chief of Party for the Bihar Technical Support Program) for his work, ideas and leadership that helped shape and launch the TBGI pilot intervention and evaluation. We also want to acknowledge the ASHAs, AWWs and ANMs who engaged in and carried the TBGI intervention forward as well as gave their time to participate in the survey.
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